Introduction
Nursing leaders in the municipal health care service have a lot of responsibility and are highly independent in their daily tasks. Home nursing leaders and nursing home leaders are top managers of nursing homes or managers of home-based services. They are senior executives in large organizations and, at the same time, they are middle managers in the wider municipal organization. A strained economy and a continuous flow of reforms characterize the municipal health care service, and the focus in this study is on how the nursing leaders stay afloat in their role as leaders, especially during the implementation of a new reform, coined as "the Coordination Reform" in Norway, which places increased demands on the leadership position.
The Coordination Reform represents a new health care structure in Norway, effectuated from 2012. 1 The primary aim of this reform is to coordinate the health specialist service (given at the hospitals) and the health care service in Norwegian municipalities. The reform is also an attempt to meet the "resource challenge", which alludes to the foreseen shortage of manpower in the health care sector in the future. One way of approaching the resource challenge is to enlarge the outpatient service, which means that the patients live at home, except during high-tech treatment. The intention is, to a higher extent, to move responsibility for advanced treatment and follow-up from the hospitals to the municipalities. So far, the health care services in the municipalities have dealt with caring for the elderly and those in need of low threshold services and treatment, rehabilitation, and follow-up, and prevention of diseases among infants and preschool children. For the elderly and for persons of all ages with disabilities, the medical and the social care services have become intertwined, especially in the home-care service. 2 Due to earlier discharge from hospitals and greater responsibilities for advanced treatment and follow-up, the heads of municipalities have to prepare for new required activities and an unpredictable and challenging health care service. Due to this and other reforms, strongly influenced by New Public Management, responsibilities are being pushed "down" to the lowest level of the health care system. 2 Taking into account the implementation of the Coordination Reform in Norway, the role of the nursing leader in municipal health care service is influenced. The nursing leaders are to allocate resources, or to recruit, for new tasks and more advanced medical and caring demands. Limited resources in terms of tight annual budgets and health care personnel not necessarily competent to face the new roles and obligations might leave the nursing leaders in a position described as "stuck between a rock and a hard place". The consequences of balancing between the requests and demands, staff and cost limitations, and the ability to deliver quality care and satisfy the obligations may result in a squeeze for the nursing leaders.
The purpose of the present study is to investigate the role of nursing leaders in the municipal health care service, and we will use self-determination theory (SDT) 3 as an analytical tool. We ask the following question: How are the nursing leaders supported in their role as leaders in a municipal health care setting?
The paper is organized as follows. We start by giving a short account of the theoretical framework, the SDT, introduced by Deci and Ryan, 3 followed by an outline of our research design and methods. We then report and discuss the results and round off with the conclusion and implications for practice.
Motivation and management
The health care service in the municipalities is characterized by bureaucracy and, at the same time, by a steady flow of new reforms. These reforms are often inspired by redesigns already implemented and tested in the private sector, 4 and they reinforce the emphasis on leadership. 2, 5 The public sector is often claimed to have a distinctive stamp also when it comes to the role of the leader and management, and the discussion of the importance of the leader for the goal attainment of the organization is ongoing. 5 In addition, the leader role in public sector in Norway has traditionally been seen as neither visible nor very strong. 5 The Coordination Reform introduces several new responsibilities for the nursing leaders, which further strains their situation and influences their motivation for reaching the goals of the health care service. SDT 6, 7 is an organismic dialectical approach to human motivation, emotion, and personality in social contexts. Central to SDT is the postulation of the three basic psychological needs which are needs for autonomy, competence, and relatedness. Specifically, the need for autonomy concerns the feeling of choice making and of being the initiator of one's own actions. The need for competence refers to the feeling of being effective in one's interactions with the environment and of experiencing opportunities to both express and exercise one's capacities. The need for relatedness concerns the feeling of a connection with other individuals and groups. 3 Experiencing support of these needs leads to need satisfaction, while need frustration refers to the feeling that arises when the individuals perceive their needs to be undermined. 8 Whether the basic needs are satisfied or not has implications for the quality of motivation and work-related outcomes such as goal attainment, competence, and health. 6 Studies have shown that a controlling environment leading to frustration of the basic psychological needs undermines intrinsic and autonomous motivation and sets pressure toward specified outcomes. 9, 10 This is problematic as autonomous motivation is linked to optimal functioning. For example, recent research among employees in four Nordic companies has confirmed that both workplace need support and sufficient available resources are associated with high autonomous work motivation. In turn, the higher the autonomous motivation, the better the health among employees as indicated by low somatization, burnout, and sickness absenteeism scores. 11, 12 Other researchers indicate that need and resource supporting contexts and autonomous work motivation are important for competence development and goal attainment. 6, 13 Journal of Multidisciplinary Healthcare 2016:9 submit your manuscript | www.dovepress.com
Dovepress

155
stuck between a rock and a hard place Given the SDT framework, if leaders experience an environment that supports their needs for autonomy, competence, and relatedness, it will: 1) facilitate competence development among leaders and 2) improve the leaders' health. Conversely, the feeling of need thwarting might lead to negative consequences related to goal attainment and health.
Methods
In order to answer the research question, a qualitative research design has been chosen. Qualitative research is characterized by description, realization, interpretation, or deconstruction of the qualities of human experience. 14, 15 The qualitative research interview is an appropriate tool for investigating individual experience. 15, 16 By interviewing nursing leaders from the municipal health care services, we were able to uncover the participants' own perspectives on their work day, using an emic perspective. 14 The goal is to capture the complexity of the services through the study of leadership in its natural context: the municipal health care service in a time of reform. As such, this study contributes to the assembling of theory about leadership within public health care.
Data collection
Data were collected using qualitative, individual interviews with nine municipal health care nursing leaders. The informants were selected due to their role as key personnel and largely responsible for practical interactions in the Coordination Reform. The informants in the study were purposefully and theoretically sampled. 17, 18 The unit of analysis was the nursing leader selected from six Norwegian municipalities. The goal of theoretical sampling was to choose data sources which were likely to replicate or extend the emergent theory in the field. 17 The sample consisted of seven women and two men; five of them were leaders in nursing homes and four in home-care services. The participants represented both smaller and larger municipalities, as well as both rural and urban municipalities. They were all nurses by profession and had between 2 and 12 years of experience as leaders in the health care service. Through the individual qualitative interviews, we gained knowledge about how they experienced their position as nursing leader.
An interview guide was developed using sensitizing concepts 19 from theories that together make up the researchers' pre-established understanding. 16 The interview guide emphasized four main topics related to leadership: perceived competence, learning, goal achievement, and the consequences of the Coordination Reform. We used semi-structured interviews in order to allow the informant to express him/herself in his/her own words. 16 Memo writing 20 was used during the interviews to ensure that these initial impressions would contribute to later interpretations. The interviews were taped and transcribed verbatim. The interviews took place during a period of 3 months. Six interviews were carried out just before implementing the "Collaboration Reform" and three just after. Lasting for about an hour, the interviews took place in the nursing leaders' workplace.
Data analysis
Data from the interviews consisted of approximately 200 pages of text. Constant Comparative Method, which is a systematic scientific method 21, 22 suitable for getting an overview of large amounts of data, was chosen as the method of analysis. Our approach complemented the research question by using the theoretical framework developed by Deci and Ryan, 6 to a process of deductive thematic analysis, while allowing for themes to emerge directly from the data using inductive coding, as recommended by Fereday and Muir-Cochrane. 23 During the first reading of the interviews, important points that captured our interest were highlighted in order to reduce data to a manageable amount and codes providing an overview of the material were identified. 21 Following this, the text in each interview was read with particular attention to these codes, while more overriding topics were identified. Through assembling codes, we became aware of patterns in the data.
In order to get a better overview of the categories, an analysis close to the original text that identified connections between units of meaning, subcategories, and categories was conducted. This was organized in a data matrix and the most informative among the informants' quotes were included. In the phase of selective coding, we repeatedly went through the material in order to uncover the core processes, the main topic of the research, and systematically relate these to the other categories. We developed terms and a model that contributed to a better understanding of the phenomenon under study. 21 
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Results
The model (Figure 1 ) that started as an analytical framework, however, turned into a descriptive map that captured the interactions and relations that the nursing leader has with superiors, subordinates, and peers.
The vertical line illustrates the vertical upstream relation to their superior, who in most cases is the municipal health director, and the vertical downstream relation to their subordinates, which also connects to the patients and the families of the patients. The vertical upstream connection is characterized as distant. The municipal health director is perceived by the nursing leaders as having a focus solely on budgets and pecuniary matters. The relation to subordinates is, on the contrary, characterized as close. Horizontally, there is also a close relation to peers, who are other nursing leaders and sometimes nursing leaders from other fields in the municipality. This horizontal interaction is described as supportive, and the support comes through interaction and collective reflection.
The distance to the subordinates is short physically, cognitively, and professionally. The relation in direction upward to the "manager of the manager", the municipal health director, remains more fuzzy. The geographic and physical distance is typically long, and the municipal health director has a very wide area of responsibility, including responsibility across other municipal sectors, for example, education. Table 1 gives an overview of how the data excerpts are categorized as subthemes and themes. The table highlights the relation between the nursing leaders and their superiors and subordinates, in addition to their interaction with peers.
leadership: managing performance in a squeeze
The nursing leader perceives the demands from the municipal health director as pertaining to reporting routines and notifications of irregularities and describes the content of the interaction with the municipal health director: " […] that's what life is all about. Yes, money, money." The nursing leaders use considerable time on their budget-control and economic issues, and one informant said: "[…] I use a lot of time on my subordinates in order to raise their consciousness on not to use many extra hours." The same informant went on to describe the six objectives she is measured by -connected to the economic measures, for example, beds filled. Another informant confirmed this:
We have a thorough economy report every month. So we have to provide background for all prognosis and numbers in the world. The nursing leaders' background and experience as practicing nurses is considered to be important as a means of understanding her/his subordinates and what is going on in practice. They develop survival techniques in order to live with the stress: I used to be much more worn out. I have probably acquired some techniques on "well, I cannot fix that right now". [Informant H]
The nursing leaders are loyal to both their subordinates and superiors. This is a position that they like and perhaps have wanted. As one informant puts it:
And it is energy demanding, work intensive, all the time. Another informant considers these meetings as opportunities for information sharing and that this is pretty much the only place information is shared (informant C). The emphasis is on transfer of information in a context characterized as "top-down". One informant said that she meets her superior, the municipal health director, every fortnight in a meeting with 14 other nursing leaders:
So this is nothing personal. If I need to talk to her other than that, then I have to try to get the hold of her on the phone or send an e-mail: "management by outlook". [Informant J]
The contact is very much based on "interaction on demand", which was described as:
Mainly I have to be the one to call on her. Because her calendar is even fuller than mine. I do not have the need very often. I feel that she is there if I need help. And if I feel that I need to discuss something I will. And you can also pick up the phone. So I do not see her very often. I don't. [Informant A]
The expectations from the municipal health director were perceived and described in the following way:
It appears she has an expectation, she just now expressed that, she expects that we are pretty self-managed. Since we have both applied for the position and been appointed. I heard she said that now, since she is also part of the management training. [Informant H] In the same vein, another nursing leader expressed as follows when asked if she misses contact with her superior: Sometimes I do. Sometimes it feels a bit sluggish. But when I ask for it, I get it. [Informant H]
The distance to the nursing leader's superior is considerable, depending, of course, on the size of the municipality geographically and population wise. The contact is limited, and when they meet, it is often in larger meetings and meetings with a strict and full agenda. This relationship between the nursing leader and the municipal health director is characterized by structural frames and control mechanisms exercised by the municipal health director. We have labeled the dilemma that the nursing leader is in the middle of "strong and vulnerable". This refers to the tension between the apparently confident nursing leader in full control, on one hand, and the vulnerable nursing leader, on the other, restricted by the municipal health director through tight budgeting and top-down demands, and scarce contact with the same.
relation with subordinates: availability and respect
Interaction on demand seems to apply also to the interaction between the nursing leader and his/her subordinates, that is, within the organization, for example:
The framework for how people function in their jobs is largely my business, and has to be done as optimally as possible in order for them to succeed as often as possible. There is a lot of intention-based management here since they work independently and autonomous. [Informant A] Also: Yes, what I think is that they will call if they feel insecure, that they will call the coordinating day-nurse on duty. And ask for support from colleagues […] you have to be competent to know where to ask for help.
Asking colleagues for help, in small and larger matters, seem to be a salient feature of the work environment. [Informant B] relation with peers: professional and personal
The nursing leaders made repeated references to meetings with other nursing leaders in the municipality, through ongoing or new projects, and through courses and training programs. This interaction has an aura of informality and care, although the content of the conversations tends to be work related:
Yes, sometimes we go out and have a bite, a Danish or something like that. There are many other nursing leaders that I can call and ask, "What would you have done if so and so?" [Informant J]
When asked about where they get their support, the nursing leader's immediate response had to do with the horizontal relations to other nursing leaders:
Well I am lucky not to be alone in the position that I have. There are five others who are on the same level, as unit-leaders for home-based services. The municipalities are apparently aware of the particular need to address leadership issues, in general, and one informant referred to an interdisciplinary network of leaders in 
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stuck between a rock and a hard place the municipality with middle managers from all sectors in the municipality, such as principals, nursing leaders, etc. She said: This is not, however, where I take out my frustrations.
[Informant F]
They have tried to create a professional and narrow arena of leaders at the same level in the organization. This is, however, not prioritized by its potential members and the informant said it makes her feel alone at times. The nursing leaders find the interaction with peers from the health care field useful, but this is not the case with the interdisciplinary gatherings.
Discussion
Our main findings regarding descriptions of the nursing leaders' role and interactions can be categorized as managing performance in a squeeze, and relations with superiors, with subordinates, and with peers (see Figure 1) . The leaders have a vertical relation upstream with their superiors, vertically downstream with their subordinates, the patients and their relatives, and horizontally through interaction with their team of leaders and with peers. These work-related interactions are potential sources of satisfaction of the basic psychological needs, that is, autonomy, competence, and relatedness for the nursing leaders. These sources, however, comply only to a certain extent with the psychological needs. This is discussed subsequently.
controlling structures
The relation with the superior is scarce and to a high degree characterized by controlling mechanisms like focus on budgets. These mechanisms are extensive and are at the core of the operations and services, since they are almost solely connected to pecuniary issues. In addition, the pressure for specific and new outcomes represented by the new reform seems to challenge the nursing leaders in terms of the extreme focus on efficiency to perform advanced tasks, support and educate the staff, as well as keep within the budget frames. Furthermore, the relation is characterized by ad hoc interaction and interaction on demand. The distance to their superior (municipal health director) is long geographically, but is also perceived as long due to the scarce contact and the character of the relation. It is more a lack of support than thwarting from their superior -an empty space above the nursing leader. On the other hand, the municipal structure itself can be characterized as controlling due to the character of the relation between the health director and the nursing leaders, which almost solely concerns keeping the budgets and cuts in budgets. This appears to lead to need thwarting, which, in turn, might limit the nursing leaders' experience of being autonomous. However, the nursing leaders' superiors may not be the only sources of need satisfaction. Subsequently, we discuss how support from peers and subordinates can be relevant for the nursing leaders' need satisfaction.
admiration from the subordinates and support from peers Interaction between the nursing leader and subordinates brings together heterogeneous actors in terms of occupations, positions in the hierarchy, departmental affiliation, and so on. The relation is characterized by supervision and care on the nursing leader's part, but the nursing leader also expressed that interaction with subordinates represents a "home" for her. This interaction is frequent, and is similar to what Grill et al 24 found in a study of the use of dialogue for first-line leaders. This frequent interaction strongly contrasts the lack of interaction that the nursing leader has with the municipal health director. We suggest that the support they receive from the subordinates may give the nursing leaders a feeling of being competent and related at work. This is supported by studies by Vie 25 and Tengblad, 26 who asserted that managers spend more time than before with their subordinates. Furthermore, the contact and interaction they have with their peers, here the nursing leaders in other health care services and institutions in the municipality, is perceived to substitute the lack of contact with their superiors. This interaction and peer support, where the nursing leaders learn together and share personal and professional experiences, resembles "peer group supervision". 27, 28 Even if they are in separate physical spaces during the work day, they feel close to their peers and this interaction appears to fill the need for relatedness. 3 Furthermore, it contributes to satisfy the need for competence and partly for autonomy, since the nursing leaders have overlapping knowledge 29 and they give each other support in their role as managers, as illustrated in Figure 1 .
Based on this discussion, the relation the nursing leaders have with their subordinates and peers tends to make them feel that they can manage without the support from above. However, although the nursing leaders have support through this relation with peers, they might feel their autonomy thwarted, as discussed above in the "Controlling structures" section. This autonomy thwarting might be impossible for peers to relieve. This leaves the nursing leader strong in one sense, but vulnerable in another. Based on our findings, we assert that autonomy support from subordinates and peers cannot fully compensate for lack of support from a higher organizational level, the municipal health director. Although one study has shown that autonomy support from a higher organizational level compensated for the lack of autonomy support from a lower organizational level, 30 our findings do not indicate support for the opposite in the context of our study.
At work, one is always tied to some structural guidelines based on the hierarchy that the organization represents, and peers are not able to give the same permissions, and so on as a boss. This may be particularly salient for the nursing leaders in this study, who are tied to budget in almost everything they do. As such, based on this definition of managerial autonomy support, horizontal support may not be sufficient in terms of satisfying all the three basic needs. For the municipal health care service, our findings suggest that the need for autonomy is thwarted, or at least not satisfied. This does not necessarily stem from the management style of the superiors, but rather from the organizational structure and the character of the relationship, which hinder communication and diminish the opportunity to perform one's task autonomously. When the support from superiors consists more or less solely of controlling structures, the way our data show, this will influence the quality of motivation of the nursing leaders negatively. Specifically, thwarting of autonomy from their leaders may reduce autonomous motivation, and as SDT contends, the satisfaction of the need for autonomy ultimately determines the quality of one's motivation. 31 This may, in turn, lead to health consequences such as burnout, somatization, and absenteeism, and result in sick leave or turnover. 12 Furthermore, goal attainment may be affected negatively, 13 which is unfortunate for the municipality and the aims of the new reform. Especially when the need for autonomy is thwarted, the nursing leaders may not perceive that they have the ability or the resources needed to obtain their goals, and will find themselves stuck between a rock and a hard place. The reason why the nursing leaders still continue in their positions may be that they are used to not being supported. However, our data imply that this is not a situation that they regard as positive.
Although this study is based on a qualitative design and we cannot generalize from this data, there is reason to believe that these results are transferable to other contexts, for example, to educational contexts on different levels. These issues would benefit from being studied using a larger sample.
Conclusion
The relation between the nursing leader and their superiors is characterized by controlling structures and lack of autonomy support. The nursing leader's relations with subordinates and, in particular, with peers contribute to support their needs for competence and relatedness, and, to some extent, autonomy. However, this cannot substitute for the lack of support from the superior level. Even though autonomy support can be obtained by peers in, for example, personal relationships, the work context may operate differently. In light of the SDT framework, it appears that the horizontal interaction with peers and downstream with subordinates contributes to fulfill the need for competence and relatedness. Findings indicate that lack of leader support will fail to fulfill the need for autonomy for the nursing leaders.
Implications for practice
Based on the findings from this study, we suggest routines for one-to-one interaction between superior and the nursing leader. There is a missing link upward between the nursing leader and the "leader of the leader", and structural measures can be taken in order to improve this interaction and, hence, the support. This is also a political issue on the municipal level as to the design of the municipal health care organization. Furthermore, we suggest increased consciousness on the value of the horizontal support and interaction that the nursing leaders find useful, both inter-and intraorganizationally. Fragmented organizations, like municipalities, could benefit from facilitation of horizontal interaction.
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